$985 Seasonal mortality among people in warm housing (deaths/106 housing units containing 12 people/unit) and among general population of England and Wales aged 65 and over (deaths/IO' population) related to mean minimum temperature at London (Kew), Birmingham, and Bradford. Q-Q =People in warm housing. *-*=General population. exposure to cold. The simplest explanation is that though the quality of life was higher with heated housing, the beneficial effects on mortality of the high indoor temperatures were balanced by the adverse effects of increased exposure to cold outdoors. The results therefore suggest that the traditional tendency of the British to expose themselves to fresh air may be as important as poor heating in causing excess mortality during the winter. They also support previous evidence that cold weather causes death mainly by means other than hypothermia.4 This study was supported by a grant from the Medical Research Council. I am indebted to Mr John Campbell, Mr Richard Bettesworth, and staff and residents of Anchor Housing Association for their cooperation. Pancreatitis is a frequent and dangerous complication. We report on a patient with this disorder who suffered from pancreatitis during the use ofan oral contraceptive.
Case report
The 25 year old patient had undergone laparotomy because of a chyloperitoneum at the age of6 weeks. At that time milky serum, hepatosplenomegaly, and a chylothorax were found. A fat restricted diet was prescribed, and she grew up normally with no complaints. Serum cholesterol concentrations varied between 5 and 8 mmol/l (193-309 mg/dl) and serum triglyceride concentrations between 10 and 30 mmol/l (885-2655 mg/dl) (figure).
Between the ages of 22 and 25 she was admitted to the hospital eight times because of pancreatitis, indicated by raised amylase activity in plasma and urine.
Serum triglyceride concentrations up to 30-40 mmol/l (2655-3540 mg/dl) were found, but these may be underestimations because on several occasions concentrations were measured only on the second or-third day after admission. During Conversion: SI to taditional units-Serum triglyceride: 1 mmol/-88-5 mg/dl. the last attack of pancreatitis abdominal abscesses were found during a laparotomy.
After recovery the patient was referred to our clinic. She said that she followed a low fat diet and denied using ethanol. Until three months previously, however, she appeared to have been using an oral contraceptive containing 150 ,ug levonorgestel and 30 pg ethinyloestradiol, from the age of 21 to 25 years. There was no xanthomas. Liver and spleen were not palpable and blood glucose concentrations were normal. Fasting serum cholesterol concentration was 2 56 mmol/l (99 mg/dl) and triglyceride concentration 4-16 mmol/l (368 mg/dl). High density lipoprotein cholesterol concentration was 0-42 mmol/l (16 mg/dl). Lipoprotein lipase activity was selectively measured in postheparin plasma (50 U/kg) after inactivation of hepatic lipase by specific antiserum.2 Lipoprotein lipase activity and hepatic lipase activity were 0 3 and 6-6 pmol of free fatty acids/ml/h, respectively (mean (range) values for 15 normal women 8-9 (5-8-14-1) and 16-2 (6-5-27-4) pumol/ml/h, respectively). On isoelectric focusing of very low density lipoproteins a normal amount of apolipoprotein CII was found.2 Because the attacks ofpancreatitis seemed to be related to the use ofthe oral contraceptive, its use was discouraged. During one year of follow up serum triglyceride concentrations dropped, and the patient remained free of abdominal complaints (figure).
Comment
Pancreatitis is a common manifestation in familial hyperchylomicronaemia and may be induced by insufficient adherence to a low fat diet or by pregnancy leading to very high serum triglyceride concentrations.' The very high concentrations of plasma triglycerides during pregnancy are supposed to result from an increased hepatic secretion of very low density lipoprotein under the influence of oestrogen in addition to the impaired clearance of these particles from the blood.' Oral contraceptives containing oestrogen may have the same effect. In the normal population oral contraceptives also increase serum triglyceride concentration.3 In other forms of familial hypertriglyceridaemia pronounced hyperlipidaemia and pancreatitis have also been associated with use of oral contraceptives"; however, such an association has not yet been reported in patients with type I hyperlipoproteinaemia.
Our patient had no problems when following a low fat diet, but when she started to use an oral contraceptive her hyperlipidaemia was aggravated and bouts of severe pancreatitis occurred. These drugs should therefore not be prescribed in patients with familial hyperchylomicronaemia and distinct hypertriglyceridaemia. 
